Introduction
============

In Sweden, a welfare state, the rates of sickness absenteeism are high and just over the European average.[@b1-jmdh-11-457],[@b2-jmdh-11-457] Depression, anxiety, and stress-related mental disorders, usually referred to as common mental disorders, are some of the main causes of disability and affect 10%--15% of the adult Swedish population.[@b3-jmdh-11-457],[@b4-jmdh-11-457] Mental health disorders have become the main cause of longer periods of sick leave in Sweden and other economically developed countries.[@b5-jmdh-11-457]

It is well known that the complexity of work ability, sick leave, and rehabilitation is large and that environmental factors often are very important for successful and lasting return to work (RTW).[@b6-jmdh-11-457] Successful RTW is promoted by continuity in contact with the professionals and cooperation between different actors such as physicians, physiotherapists, occupational therapists, nurses, psychologists, employers, the general insurance fund, and the employment office.

Swedish legislation regarding social insurance is based on a medical approach. However, the importance of the physical and psychosocial work environment in addition to the medical background is well documented concerning outcome in rehabilitation. The medical approach can lead to practical paradoxes with different actors whose tasks differ.[@b6-jmdh-11-457] A literature review has shown that successful interventions improved psychological health and levels of sickness absence by training and organizational approaches to increase participation in decision making and problem solving, increasing support and feedback, and improving communication.[@b7-jmdh-11-457]

It is difficult to develop evidence-based programs in work-oriented rehabilitation as the conditions are individual and complex. However, through internationally tested programs, the following aspects are known to be important and generally implicated in RTW: early and multi-professional assessment focusing on aspects such as health, work and life situations, individual action programs that take into account the assessment of various aspects, action programs in collaboration between the patient and the employer/workplace as well as the health care system action programs with goals related to RTW, and that the patient on sick leave has regular contact with and assistance from a coordinator.[@b6-jmdh-11-457] During the last 10 years there has been an increasing interest in coordinating rehabilitation. In a Cochrane survey covering musculoskeletal disorders, mental health problems, and cancer, the authors concluded that the effectiveness of workplace interventions on work disability showed varying results. Workplace interventions reduced time to RTW and improved pain and functional status in musculoskeletal disorders. No evidence was found for any considerable effect of workplace interventions on time to RTW in workers with mental health problems or cancer.[@b8-jmdh-11-457] In Sweden, some work concerning rehabilitation coordinators has been undertaken by the Swedish Association of Local Authorities and Regions. The coordinator has been described as a spider in the web concerning rehabilitation,[@b9-jmdh-11-457] where the role of that person is to coordinate sick leave and rehabilitation while giving support to the patient and preparing possibilities for RTW.[@b10-jmdh-11-457] Scientific literature concerning rehabilitation, primary health care, and patients' perspective and coordination is scarce according to a PubMed search.[@b11-jmdh-11-457]

The Region Västra Götaland and the Swedish Social Insurance Agency have since January 2013 collaborated to achieve a more effective rehabilitation process for those patients on sick leave who are in need of extended support for their rehabilitation both at public and at privately managed primary health care centers, the "Early Collaboration Work Model" (ECM).[@b12-jmdh-11-457] This is based on a click tool with templates for different steps in the rehabilitation process. The aims have been to ensure that the patient gets the right effort in due time, to reduce the number of days on sick leave, and to investigate how patients on sick leave perceive the benefits and effectiveness of the rehabilitation. The process starts when a person seeks care as is triaged to be in need for support. During the following steps the health care centers locally elaborate and document their specific work with the patients in a structured way. The structured questions are about: Which action is already taken? Who is responsible for that action? What is included in the rehabilitation plan? Are contacts already taken with the employer, the general insurance fund, or the employment office? What problems might occur? Each step describes the purpose of the routine, who is responsible, and who executes the routine. Any diagnoses or symptoms that could need extended support for rehabilitation may be relevant. The methods and means used in ECM rehabilitation were adapted to the specific needs. ECM has also included simplified procedures for the physician to issue certificates of sick leave.

Aim
===

The aim of this study was to explore how patients on sick leave experienced and perceived the ECM for rehabilitation.

Patients and methods
====================

In this study, we used Malterud's systematic text condensation (STC).[@b13-jmdh-11-457] STC is a thematic analysis of meaning and content of data across cases. All patients who took part in the project ECM[@b14-jmdh-11-457] were invited to participate in the present study. Totally 15 patients were included (11 females and four males), mean age 45.0 years, living in medium-sized cities and villages, attending nine primary health care centers in Region Västra Götaland ([Table 1](#t1-jmdh-11-457){ref-type="table"}). The main diagnoses (11/15) on the sick leave certificate were mental health problems (symptoms of exhaustion and depression), perhaps reflecting the Swedish situation concerning sick leave.[@b5-jmdh-11-457] The other diagnoses were osteoarthritis, herniated disc, back injury, and condition after cancer treatment. The participants' own description contained physical symptoms such as dizziness as well as psychological symptoms such as anxiety and cognitive symptoms such as lack of concentration, which also have been seen in other studies in patients with stress-related exhaustion[@b15-jmdh-11-457] as well as depression and anxiety.[@b16-jmdh-11-457]

One focus group was conducted with four participants, one with three (one participant dropped out immediately before the set appointment), and one group with two participants (because the primary health care centers were located far apart from each other). For those where it was not possible to fit in an appointment for a focus group, as well as for the participants who preferred it, individual interviews were offered. Six patients were individually interviewed.

The participants in our study were invited by telephonic conversations. All of them received a letter with written information about the study in advance, as well as verbal information right before the focus groups/interviews.

Data were collected through individual interviews and focus groups in the primary health care centers from autumn 2016 through winter 2017. A focus group involved a special type of discussion in terms of purpose, size, composition, and procedures; the method is suitable for use when different perspectives are needed on an issue that is not as well developed.[@b17-jmdh-11-457],[@b18-jmdh-11-457] The discussion generates a range of views without presenting a consensus, and disagreements within the group are welcome, since that can promote the discussion and clarify different responders' points of view. A topic guide for both focus groups and interviews was constructed based on the aim of the study. A semi-structured interview guide was developed for the individual interviews.[@b19-jmdh-11-457]

All our focus groups had a moderator and an assessor. The moderator (alternating between Dominique Hange and Ingmarie Skoglund) initiated the discussion by describing the focus group procedure as well as the topic for the discussion. The group was instructed to discuss the topic without any involvement from the moderator or the assessor. The moderator only helped the group to be focused on the topic. The assessor's role was to help the moderator make clarifications when ambiguities occurred or to deepen the discussion.

The topics focused on the patients' own thoughts and experiences of participating in ECM, and questions such as "how would you describe your rehabilitation?", "how did you perceive ECM as a model?", and "what did you experience after the end of ECM?" served to improve data collection. The [Supplementary material](#SD1-jmdh-11-457){ref-type="supplementary-material"} provides a list of the questions. The meetings lasted no longer than 1.5 hours. All sessions were audiotaped and transcribed verbatim.

The Regional Ethical Review Board in Gothenburg, Sweden approved this study (Dnr 429-16; June 21, 2016). All participants gave their written informed consent to participate in the study, in accordance with the provisions of the Declaration of Helsinki.

Analysis process
================

In the analysis, Malterud's STC[@b13-jmdh-11-457] was used. This method was inspired by Aanstoos and Giorgi's phenomenological analysis,[@b20-jmdh-11-457] and included the following steps. Initially, all three authors read the material several times to obtain an overall impression of the data.Second, the authors identified units of meaning, representing different aspects of the research question, and performed coding and sub-coding for these.Third, the contents of each of the coded groups were condensed and summarized.Finally, descriptions were developed, reflecting the participants' most important experiences of ECM.

Malterud's STC was chosen because it offers a process of feasibility, intersubjectivity, and reflexivity during the analysis of qualitative data. The methodological rigor makes the steps easy to follow.

All of the researchers had experience of working in primary health care, and the level of prior understanding of the context was high. However, none of the researchers had worked with ECM at their practice. To achieve trustworthiness, the researchers engaged in an ongoing process of discussion and reflection throughout the process of analysis.

Results
=======

The participants perceived that sharing experiences with others in a similar situation was restorative. They described the importance of coordination in the program as well as the efforts of the rehabilitation coordinator, who helped with daily structure and support in the beginning as well as encouragement throughout the sick leave period. Some participants felt ashamed of being on sick leave and of being outside the community.

These findings have been elaborated below with selected quotations.

Shared experiences and a toolbox for life
-----------------------------------------

Participating in a group gave many participants a wider view, both concerning their own situation and concerning actions and tools that could be used to move on. Before the group started, several participants expressed worry because they did not know what they could expect. There were also participants who clearly expressed that they did not want to participate in group activities but instead preferred individual rehabilitation. "I was very hesitant as I was offered to participate in the stress course and thought I'll sit there and talk to a lot of strangers. Imagine if someone is from my neighborhood (?). I have no desire to share my experiences, but then when the course went on, yes, I was doing well and it was not that dangerous. Then we were still three out of six from the same district. But it gave so much and became so good you should not hesitate.It's not about the group itself, because although I was sitting there among a lot of people, I did not notice them, but I was there for my own sake and focused on what they said, but no, it made me depressed. But then there could be another group activity that might be great but I have not found it yet."

For those who dared to take the step to participate in a group, the experience became positive. Not primarily focusing on the "other" enabled the participants to speak out more personally and in a freer mood. Several participants realized that they became friends who could help each other and exchange experiences regarding "when we will climb that mountain." Participants clearly appreciated being able to get more suggestions regarding actions from a group compared to conversations with just one individual as in the case of a traditional consultation with professionals. Group conversations were perceived as positive, partly because others could have been involved in similar situations and were able to share their experiences and partly because one could get the group's opinion about what one could do or think in a special situation. "But what was absolutely amazing in this group was that we got four aspects of how we might ... could handle the problem. When you try one of these four options and it works better than your own ... in this way you can consider yourself from the outside."

An example of group activity was "the life wheel" course, where the participants learned and realized how stress may influence their lives. The importance of an everyday structure was mentioned as well as other measures which could help them cope with their life situations.

Some insights that were brought forward were the importance of patience and to understand that things change and change takes time. "Yes, I want to be the same person, but I do not want to do the same things. And I also think that these courses have been very good at clarifying because there are many who have fatigue, depression, or symptoms who say you will never be yourself again. Stop it, that is very provoking! I do not want to be a new person but I want to learn to cope differently. That's a big difference that the courses have helped me to formulate."

Other group activities were meditation and mindfulness; both were thought to be of great importance although not performed daily. For several participants, medical yoga was considered to be remarkable as it enabled them to cope even if they were not cured. Many participants felt that physical training was very important and they tried to implement it regularly, although there were not as many occasions as originally thought. It was expressed that it was important to find an exercise that suited participants and that it was not only good for the physical part. "So the training, that's A and O. But again it's not just for the body."

Rehabilitation coordination as a lighthouse in the storm
--------------------------------------------------------

Many participants had good experience of the health care personnel taking over the responsibility or sharing the responsibility of care with them. They believed health care personnel understood what was wrong with the participants long before they understood that themselves. "More people became involved and things like that. It felt safe for me because I relied on the staff at the health centers. It made me feel very secure that other people could think for me, telling me what to do in a positive way."

All participants indicated that the rehabilitation coordinator was the most important health professional in the rehabilitation process. The participants defined her as a pilot, a "lifeline," or a thick rope to hold onto, and several expressed that she was an outstanding person who was easy to talk to and easy to reach. Through her presence, kindness, knowledge, and accessibility, she gave their lives increased safety in an anxious and often chaotic situation. At the beginning of the rehabilitation, the conversation could cover themes such as how to manage the structure for everyday life because many of the participants could not grasp at all what was happening around them. "There were like wild horses in my brain but with the tools I learned in the course, I could calm the brain down in a way and prevent the autopilot from going back to the already known paths."

The rehabilitation coordinator had knowledge about how to handle sleep, everyday stress, and panic attacks, as well as setting boundaries and prioritizing them. The participants were too weary to read a book or watch TV and remembered nothing of the content afterwards, which naturally had an influence on their conversation. It was too difficult to work in a structured manner when they felt that they had no structure inside themselves and could not handle any written information or instruction. The understanding of the importance of a structure became clearer during the course of the rehabilitation and the participants felt more able to abide by it. "In the beginning of the sick leave, it was most important to focus on an everyday structure. I could not manage thinking about what would be the best for me when I go back to work. At the same time the process to go back must begin somewhere ... So yes, she (the rehabilitation coordinator) gave me a structure, because I could not manage to make it myself.What I can see now is that the structure has helped me back in a good way, where one could meet the difficulties in time. ... I was not able to act like this before, because I was ... you vacillate so very much. You do everything you can to keep your head above the surface of the water and you cannot look forward."

The participants described the meetings with the rehabilitation coordinator as very useful during the rehabilitation process. They were impressed by the rehabilitation coordinator's way of working and perceived her as an actively listening person who had professional experience in the field. Her questions led them into new thoughts and priorities, to find out what was important and to be able to think in new and different ways. "But it has strengthened me to get out of this and to understand myself, to find myself, an inner journey you can say, it has been incredible ... I know why I got sick ... Although I tried to highlight these things for the last 2 years. I understood it all now when I spoke to the rehabilitation coordinator."

They developed a language to describe their feelings and mood and found new strategies to feel better. The rehabilitation coordinator also could tell them *not* to do things or to choose to do "positive" things. "I learned that as soon as I felt tired, the special fatigue that was not good, I went to bed, or went and rested, or did something that was good for me. Listened to music that was relaxing, nice music not strange and I could just sit outside in the sun if I felt like that."

Through conversations with the rehabilitation coordinator, they also could get suggestions about how to tell their families and friends, how to be supported as well as to be left alone without demands when needed. "Yes, I've been honest and said it's not possible. I do not feel good. I'm not coming. But this you should do, no, I will not come because of my illness. So I've been very clear about it and said, I will not contact you until I'm feel(ing) better.This is how it is, no use of fighting against it and trying, as I did before, it's not possible. It's pretty nice, partly sad ... So I try to accept ... and make others understand that this is how it is."

The rehabilitation coordinator also contacted other health professionals, such as physicians when there was a need for medication. Contact via the rehabilitation coordinator made it possible for participants to access the needed resources more quickly, directly through the health care center.

The cooperation between the rehabilitation coordinator and the team was highly appreciated. "I did not want to take medication at the beginning ... so it took some time before I started with them. So I started with the psychologist and then came the nurse ... so I started with her when I first started with the medication because she would keep a close eye on me with the medication and so I thought that was very safe."

The rehabilitation coordinators' contacts and explanations about the patient and the illness, in the dialogues with both employers and Swedish Social Insurance Agency, were perceived by all of the participants as valuable, as they eliminated the risk of misunderstanding and, for example, reduced the necessity that the patients themselves should inform about their situation at workplace meetings and other forums. "Then I think the employer pays a bit more attention, too, when a rehabilitation coordinator is calling... Oh, here we have to hurry up. I noticed that I got help a lot faster with regard to getting to the occupational health center when there was someone else (rehabilitation coordinator) who called.I had one from Swedish Social Insurance Agency who had no knowledge at all about exhaustion, and because of that, it was very good that my rehabilitation coordinator and doctor could explain ... plus that my rehabilitation coordinator could say what the rules were, yes she even knew about the Swedish Social Insurance Agency rules. It became safe."

Other participants described good support from their employer during the sick leave and RTW. "The first 3 weeks after return to work, I did not do that much. I was mostly at work, yes, just getting used to me being me and just being without responsibility. It felt nice and my employer was very clear about me taking it at my own pace and not feeling any pressure from their side."

Taking responsibility over their own situation was described as very important, but the participants did not always have the strength to do so. They felt tired and vulnerable. At the same time, some of them felt worried about what would happen if they would allow someone else to take over the responsibility. "I'm probably both a violin string and at the same time I feel I cannot be that. So now I have to let it go."

Regulations govern shame and guilt
----------------------------------

Many of the participants thought it was obvious that they did not want to be on sick leave, and often experienced discomfort over it; it did not feel loyal to be home from work and lose participation in the community. They were outside and felt ashamed of not hurrying to get better, as well as needing help from their employers and physicians to come back. "It's a difficult piece to accept. That in fact, some days I cannot even take care of everything that I always used to be able to do before. I think it is hard."

Feelings of guilt and shame, because of their sick leave, could emerge in situations where they were in the risk of meeting people they knew. The fear of beginning to cry or that the situation would be embarrassing could cause the participant to avoid shopping or celebrating birthdays. They felt that it was difficult that people in their surroundings had to know how to deal with their illnesses, unlike cancer or a broken leg.

Feelings of fear could emerge in contact with their employers, when the participants perceived that the workplace had a great deal to do with their illness. The fear of losing their employment, however, could lead them to go back to work early. "Still, you have to go back to work eventually and its a huge worry when you're sick and if you're on sick leave, its even worse, especially when its perhaps the workplace that made you sick. Because then your work is in some way so very much connected to the way you feel. Just thinking about the job makes you get these feelings."

Work training was also perceived as leading to a "special kind of work" (stooge around) "in a dark shelter somewhere where I can sit and make something, put screws in a jar or something like that."

Some participants described the meetings with administrators at the Swedish Social Insurance Agency as demanding and stressful. The perceived lack of understanding of their medical situation as well as the standard template (staircase model) of sick leave. The model is very strict and contain four different levels of sick leave; 25%, 50%, 75% respective 100%. The impossibility of working for example 40% as well as the feeling of distrust from the environment could lead to feelings of anxiety and loss of energy. When there was a disagreement between the physician prescribing sick leave and the Swedish Social Insurance Agency's view or other difficulties in the health care system, such as long waiting times for investigations or treatments, the participants felt frustrated. "It does not seem like they have any work experience, the administrators at the Swedish Social Insurance Agency, they are more like small machines, doing something that someone else has decided.You can look at it as I do, I usually say that I have become a piece of raw material for the Social Insurance Agency. Imagine that he who is earning money there is actually living on yours."

Discussion
==========

The participants in this study perceived that sharing experiences with others in a similar situation was restorative. They described the importance of coordination in the program as well as the efforts of the rehabilitation coordinator, who helped with daily structure and support in the beginning as well as encouragement throughout the sick leave period.

They mentioned the importance of her knowledge about the rehabilitation process and her willingness to share it with them in the right time and in a proper way. Some of the participants perceived her as their lifeline in a very chaotic situation as well as a direct pathway into the health care center.

The participants also mentioned feelings of shame and guilt regarding the entire situation due to being on sick leave, and fear of losing work emerged as a concern.

Strengths and weaknesses of the study
-------------------------------------

A strength of this study was that the participants were acceptably diversified in age and gender. The predominance of females is well consistent with the fact that more females than males are on sick leave for mental health problems. Their residence varied from living in medium-sized cities to living in the country side. They had all taken part in the ECM and were able to provide rich experiences of ECM. The participants presented their experiences openly and honestly. The researchers had different occupations (general practitioners and occupational therapist), creating broad analytic space, which increased the validity of the results. The number of participants was considered sufficient given the aim of the study as well as using STC as the method.

The analysis was performed in cooperation with all authors and sought to adhere strictly to the guidelines of the STC method.

A limitation of the study was the relative homogeneity of the participating patients' diagnoses. The majority suffered from depression or stress-related exhaustion, and participants with other diagnoses might have had other experiences. On the other hand, this could be interpreted as a strength, because the diagnosis reflects the primary cause of sick leave today.

Participants were all native Swedes, which might have influenced both their understanding of the health care system as well as the Swedish Social Insurance Agency. Participants from different countries could have given the study another cultural dimension. We recruited the participants at their primary health care centers during the limited time period for our study. Since ECM had been ongoing for \>2 years at different primary health care centers, there could be differences regarding the rehabilitation activities that were available. One of the three focus groups consisted only of two participants, which normally would be too less to enable an extensive discussion, but since these two participants were very eloquent and could clearly describe their experiences, the discussion became illuminating.

The rehabilitation coordinator could have a large influence of the ECM due to her obviously charismatic personality; therefore, a future study would need to discern whether the ECM was helpful because of its contents, or because of the singular positive influence of the rehabilitation coordinator.

Our findings might be transferable to other primary health care centers in Sweden, since many of the centers work under the same conditions. We formed focus groups and conducted interviews with patients at nine different centers. All primary health care centers but one in this study were in the public sector, and patients from private primary health care centers might have responded differently. Participants in the individual interviews might have had more difficulty in remembering their experiences compared to the participants in a focus group, who could discuss the themes together. The time between their participation in ECM and our study was not \>1 year for any of them, but some effect of recall bias on the results cannot entirely be excluded.

All authors have several years of work experience in primary care settings and have preconceptions about how it is to work at a primary care center, but none of us have worked with ECM. This might have partly influenced the analysis of the material.

Findings in relation to other studies
-------------------------------------

Our study evaluated the participants' experience of their rehabilitation in primary care. Results showed that many of the patients experienced a longing for a person or a team who could share the responsibility with them from the first meeting and throughout the entire period of sick leave. They wanted to feel their empowerment in the process, and yet have the opportunity to ask for help when needed. The participants' perceptions of the assignments performed by the rehabilitation coordinator are well in line with the definition of the rehabilitation coordinator function as described by the Ministry of Social Affairs.[@b21-jmdh-11-457] Co-financed teams with personnel from primary care, social insurance, and social services have earlier been found to have a positive effect on organization but not on patient health outcome, when compared to conventional care.[@b22-jmdh-11-457]

Having a special person, a care manager, who is responsible for providing support to and maintaining continuous contact with patients with depression has previously been shown to be of great importance for coming back to work earlier after sick leave.[@b23-jmdh-11-457],[@b24-jmdh-11-457]

The rehabilitation coordinator acted as a mediator in different meetings, for example between the participants and their employers. The participants appreciated the possibility of clear communication to eliminate misunderstandings in contact with their workplace. They often had the fear of losing work because of being on sick leave. There can also be a fear of getting back to work too soon, if one perceived that it was the work that caused the illness, but on the contrary, it may be very helpful to work if the illness originated from something external to work. The fear of losing work is a fear related to the individual's place in society and the ability to continue the way of life that she is used to.[@b25-jmdh-11-457] Fear can also cause different kinds of symptoms as well as illnesses.

Few studies have examined how patients on sick leave perceive the benefits and effectiveness of rehabilitation. Luker et al pointed out the importance of patient-centered care as well as more effective communication and information,[@b26-jmdh-11-457] and another study focused on the interaction between the physiotherapist and the patient.[@b27-jmdh-11-457] To our knowledge, however, there are no previous studies concerning rehabilitation coordination.

Perceptions of utility and efficiency cannot be quantified through measurements. In our society, the concepts of utility and efficiency have a utilitarian character. This means that these notions are not only deliberately but also unconsciously characterized by assumptions about how to maximize the benefits to the greatest possible extent. Concerning benefits, the concept of "prompt and pragmatic benefit" has been shown to be meaningful as a way of understanding how general practitioners think when it comes to prescribing drugs. It has also been meaningful in other contexts, both within and outside of health care. The concept implies that conditions close at hand, in time and space, are easier to implement and use than if they are more complex. It is therefore possible that the concept could be understandable for people who participate in rehabilitation in different ways.[@b28-jmdh-11-457]

Although the participants described their rehabilitation activities almost solely in positive terms, with some improvement emerging above all, the time table for the rehabilitation could sometimes be perceived as too short or requiring that the patients themselves had to take a greater step forwards, than they felt able to do. They mentioned the rules of the Swedish Social Insurance Agency as creating difficulties at times, and felt obliged to participate in work training during the sick leave, but found it too difficult because of their symptoms.

Some of the participants felt forced by the Swedish Social Insurance Agency to return to their work "too early." Other studies have pointed out the importance of the prognosis in the patients' self-predicted timing of RTW.[@b29-jmdh-11-457] The importance of the environment's support for persons on sick leave, to strengthen their confidence in their own ability and their role in coming back to work, has been shown previously.[@b30-jmdh-11-457],[@b31-jmdh-11-457]

Some participants described feelings of shame and guilt because of their symptoms (eg, lack of energy and tearfulness), and their situations (being on sick leave). There is a well-known association between shame and symptoms of depression,[@b32-jmdh-11-457] and the patients' feeling of shame might even prolong sickness absence.[@b33-jmdh-11-457] Employees on long-term sick leave felt the fear of losing their job within the next 2 years.[@b34-jmdh-11-457]

It might be difficult for one model or program to provide all the measures needed to get all patients on sick leave back to their work, but ECM with the rehabilitation coordinator as a central person with knowledge about the illnesses (the patients "side"), the work, and the employer, as well as the Swedish Social Insurance Agency system and other possibilities appears to have a good potentiality to help patients to move forward in their rehabilitation and hopefully back to work again. ECM seemed to help the participants to find tools and other ways of thinking and attacking problems, especially in relation to mental health. Some participants mentioned the strength to gain experience through Internet via blogs. The coordination function can be handled by others, for example a care manager,[@b23-jmdh-11-457] and some patients might feel too fatigued to come to the Primary Health Care Centers at the beginning of the sick leave and other forms of contacts can be needed such as apps.

Conclusion
==========

ECM with a rehabilitation coordinator who could share responsibility with the patient during the entire sick leave period was perceived to be of support during rehabilitation.

Supplementary materials
=======================

###### 

Interview guides used for the groups and individually.

**Abbreviation:** ECM, early collaboration work model.
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###### 

Information concerning gender, age, interview type, and working status for the 15 patients

  Participants   Gender   Age   Interview type   Working status   Sick leave
  -------------- -------- ----- ---------------- ---------------- ------------
  1              Female   61    F                Employed         Yes
  2              Female   58    F                Employed         Yes
  3              Female   39    F                Employed         Partially
  4              Male     58    F                Employed         Yes
  5              Male     42    F                Unemployed       Yes
  6              Female   29    F                Employed         No
  7              Male     32    F                Student          Studies
  8              Female   47    F                Employed         No
  9              Female   44    F                Employed         No
  10             Female   52    I                Unemployed       Yes
  11             Male     51    I                Employed         Yes
  12             Female   39    I                Employed         No
  13             Female   56    I                Employed         No
  14             Female   49    I                Employed         No
  15             Female   48    I                Employed         No

**Abbreviations:** F, focus group; I, individual interview.
